Over the past 30 years there has been considerable interest in the hazards of surgical glove powders. The use of lycopodium spores and magnesium silicate (talc) powder as surgical glove lubricants in the 1930s was followed by numerous reports describing the problems of foreign-body granulomata in surgical wounds and the peritoneal cavity (Antopol, 1933; Eiseman, Seelig, and Womack, 1947) . Lee and Lehman (1947) described a non-irritating absorbable powder prepared from corn-starch which rapidly came into general use. The powder ('Biosorb', Ethicon Limited) is prepared from maize corn-starch and treated with epichlorhydrin to render it stable to autoclaving; 2% magnesium oxide and small amounts of sodium sulphate and sodium chloride are added to maintain the free-flowing properties. Early experimental studies in animals failed to demonstrate any adverse effects (MacQuiddy and Tollman, 1948) . Several reports since have shown starch glove powder to be responsible for granulomatous lesions in the peritoneal cavity (McAdams, 1956; Paine and Smith, 1957; Neely and Douglas Davies, 1971) . The manifestations of the post-cardiotomy syndrome, malaise, fever, pain, and inflammatory exudate with elevation of the erythrocyte sedimentation rate and normal leucocyte count are comparable to those of starch peritonitis. There have been no previous reports of starch pericarditis found after exhaustive search of the literature over the last decade.
CASE REPORTS
A 38-year-old Arab housewife was admitted to the Brompton Hospital on 27 February 1973 for investigation. She had presented with pain in the left upper chest posteriorly and her physician had heard a murmur. There was no history of exertional dyspnoea and her exercise tolerance was normal. She denied a history of rheumatic fever. She had not had any previous operation or recent medication and did not have any known allergies. She was fully active at home and had had three normal pregnancies.
On examination she presented the physical signs of fully developed critical mitral stenosis in sinus rhythm. There were no signs of cardiac failure.
INVESTIGATIONS Hb 10-9 g/100 ml, normal WCC and differential; bloodfilm showed features of a microcytic hypochromic anaemia. ESR 5 mm in first hour.
A chest radiograph (PA) OPERATION (10 April 1973) Through a left anterior thoracotomy the pericardial cavity was opened and 350 ml of bloodstained pericardial fluid was evacuated. The pericardium looked inflamed and covered with a fibrinous exudate. No discrete lesions were seen and no accumulation of old blood-clot was found. A pleuropericardial window was made and a biopsy of the pericardium was taken. The incision was closed with a pericardial drain which was removed after 48 hours.
The patient initially made a good recovery but on the ninth postoperative day (19 April 1973) cardiac tamponade recurred. A chest radiograph revealed a left pleural effusion as well as an enlarged cardiac shadow. A wide-bore intercostal tube was inserted into the left pleural cavity and 540 ml of strawcoloured fluid was drained under pressure. After 72 hours the drainage tube was removed and she was discharged on oral prednisone, 30 mg daily. Steroid therapy was tailed-off after three weeks without further clinical relapse.
INVESTIGATIONS
Haematological Hb 11-7 g/100 ml, total WCC 10,500/mm3, 5% eosinophils, ESR 20 mm in first hour.
Biochemical Total serum proteins 6-4 g/100 ml, serum albumin 3-4 g/100 ml, serum globulin 30 g/ 100 ml. Serum protein electrophoresis showed a slight increase in the -y-globulin fraction.
Bacteriological Culture of the pericardial aspirate was sterile.
Immunological Immunoglobulins-total 1 g G 1235 mg/100 ml (normal 500-1500); total 1 g A 450 mg/100 ml (normal 125-450); total 1 g M 266 mg/ 100 ml (normal (Sneierson and Woo, 1955) , in the epididymis following scrotal surgery (Ising, 1960) , and in the middle ear after stapedectomy (Rock, 1967) . It was suggested by Bates (1965) and Taft, Lasersohn, and Hill (1970) that there should be no reason why a reaction to starch could not occur in another serous cavity such as the pericardium following surgery.
The patient had a constitutional illness with malaise, fever, pain, and recurring pericardial effusions three weeks after mitral valve replacement typical of the post-cardiotomy syndrome. Biopsy of the pericardium showed the typical 'Maltese-cross' birefringence of starch, when viewed with polarized light microscopy, surrounded by lymphocytes, occasional eosinophils, and histocytes. Epithelioid cells and multinucleate giant cells described in typical starch granulomata (Bates, 1965) were not seen in this patient. The finding of starch granules in a serous cavity following surgery does not necessarily mean that they have provoked an inflammatory reaction (Swingler, 1971) . Postlethwait, Howard, and Schanher (1949) have shown in experimental animals that starch is completely absorbed from the pericardial cavity after surgery in 14 to 28 days, but the formation of starch granulomata can occur. There is also experimental evidence that the presence of a foreign-body or infection (Lee, Collins, and Largen, 1952) and serosal damage (Jagelman and Ellis, 1973) may delay the absorption of starch and increase the likelihood of granuloma formation. Holgate, Wheeler, and Bliss (1973) have shown that a hypersensitivity reaction to starch may be involved and a cell-mediated immune reaction can occur. In our patient a non-specific change in the immunoglobulins, which may have been the result of cardiac surgery per se, and a negative skin sensitivity test were found. The skin reaction to starch may have been suppressed by the administration of steroids (Bates, 1965) . Care must be taken in skin sensitivity testing since an acute exacerbation of the condition may occur. Our patient did not respond to steroids alone but eventually made a good recovery, steroids being withdrawn without exacerbation. Starch peritonitis has been successfully treated with steroids (Maggs and Reinus, 1959) .
The aetiology of the post-cardiotomy syndrome is in doubt, and it has been suggested that it may be a reactivation of rheumatic fever (Soloff et al., 1953) , traumatic due to surgical procedures (Wood, 1954) , due to the presence of blood clot in the pericardial cavity (Ito, Engle, and Goldberg, 1958) or an auto-immune process (van der Geld, 1964) . We suggest that these cases should be investigated for the presence of starch pericarditis by examination with polarized light microscopy of pericardial biopsy, if available, or a preparation of the pericardial fluid by the technique of Warshaw (1972) Starch granules in the pericardium as a cause of the post-cardiotomy syndrome The problems of starch powder can be avoided either by finding a suitable alternative or by not having the outer surface of surgical gloves coated with powder (there is 0-562 g of powder on the outer surface of four pairs of gloves (Lee and Lehman, 1947) . The preoperative washing of the gloves is not effective in removing all powder and results in clumping with consequent delay in absorption and a greater likelihood of granuloma formation (Jagelman and Ellis, 1973 
